
Hospital Name ____________________________ 
N E W B O R N  H E A R I N G  S C R E E N I N G   

I n f a n t  R e p o r t i n g  F o r m  
 

I N P A T I E N T  S C R E E N  C O M P L E T E D  
 

I N P A T I E N T  S C R E E N  N O T  D O N E  (fax completed form to HCC)  
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Appendix 4 

 Transferred out to: _________________________________ Hospital on (date): _______________ 
 Missed; discharged without screen (complete Follow-Up section below) 
 Waived (Face Sheet not required) -   NHSP Brochure given to parent 
 Expired or physician determined screening not medically indicated (Face Sheet not required) 

F O L L O W - U P  F O R  R E F E R S / M I S S E D  ( fax completed form to HCC)  
  Parent/Legal Guardian information on face sheet verified/updated 

       Primary Language (Circle One):  English Spanish Other:___________________ 
   Additional contact information is verified/updated on face sheet or below 

          Contact Name: ______________________________________  Phone: ____________________ 

                    Address: _________________________________________________________________ 

                    City/Zip: _________________________________________________________________ 

       Primary Language (Circle One):  English Spanish Other:___________________ 

  Print Infant’s Full/Legal Name:_________________________ 

  NHSP Brochure given to parent (Circle One):  Pass  Refer  Refer to DX 

  Follow-Up Appointment made and written on Parent brochure: 
 
APPOINTMENT:   OP SCREENING    DX EVALUATION FOR NICU PATIENTS 

DATE: ____________________ TIME: ____________    CCS Referral Made 
               County:_______________ 

PROVIDER: ______________________________________________  Phone: __________________ 

  PCP who will see the Infant after discharge – Name: ______________________________________ 

                                                                              Phone: ______________________________________ 

  Completed form faxed with hospital face sheet to your Hearing Coordination Center at (XXX) XXX-XXXX 

PATIENT NAME: ____________________   Addressograph 
Birth Date: ______________________ 

  WBN    NICU  Name of Birth Hospital if different 
_________________________________________________________ 
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